Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Monegas Care Home and Expanded ARCH

Address:

CHAPTER 100.1

94-913 Kuhaulua Street, Waipahu, Hawaii, 96797

Inspection Date: March 29, 2019 Annnal

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE. :
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
®)
All individuals who either reside or provide care or services / &l 20
to residents in the Type I ARCH shall have documented ————-————————-—DID YOU CORRECT THE DEFICIENCY? 4 ( lq

evidence of an initial and annual tuberculosis clearance.

USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Household Member (HHM) #1 — No record of initial

positive tuberculosis (TB) skin test and subsequent +™ ;or‘ (Wvlsou #H | ool 2 OQ W(‘-J
negative chest x-ray. no L nn k" (A. 1 M % 'VLW' 40 c. W‘lﬂ' I

HHM#2 — No record of initial positive TB skin test e Thoo Ped tes + > Vo ux oad

available for review. { ,’ 1
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HHM#3 — No record of initial positive TB skin test U
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RULES (CRITERIA)

PLAN OF CORRECTION Completion
Date
[}] | §11-100.1-9 Personnel, staffing and family requirements. PART 2
1(:1)1 individuals who either reside or provid i S/ 24 l ‘q
individuals w] vide care or services
to residents in the Type I ARCH shall have documented FUTURE PLAN

evidence of an initial and annual tuberculosis clearance.

FINDINGS

Household Member (HHM) #1 — No record of initial
positive tuberculosis (TB) skin test and subsequent negative
chest x-ray.

HHM#2 — No record of initial positive TB skin test
available for review.

HHM#3 ~No record of initial positive TB skin test
available for review.
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USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
o bt iver who provid for a period ‘f/'/'ﬁ
e substitute care giver who provides coverage for a peri
Jess than four hours shall: DID YOU CORRECT THE DEFICIENCY?
Be trained by the primary care giver to make prescribed USE THIS SPACE TO TELL US HOW YOU
meflications available to residents and properly record such CORRECTED THE DEFICIENCY
action. 19 e ‘,,,.,‘bvj ek | Y% ca.q.sz-u
FINDINGS - a 1o
Substitute Care Giver (SCG) #1 - No record of Primary Care foro o ke oA »“"’ o f" ! “3
Giver (PCQG) training available for review. a u l ‘5
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements, PART 2 _
%ZM) b h id { iod * / 24/[ 7
e substitute care giver who provides coverage for a peri
less than four hours shall: - FUTURE PLAN

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

FINDINGS
Substitute Care Giver (SCG) #1 - No record of Primary Care
Giver (PCG) training available for review.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN"
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RULES (CRITERIA) PLAN OF CORRECTION Completion
D
§11-100.1-15 Medications. (g) PART 1 ate
All medication orders shall be reevaluated and signed by the : Y I | / 20|
physician or APRN every four months or as ordered by the . 9
physician or APRN, not to exceed one year. C Orrectlng the deﬁcien cy
FINDINGS o
The following me.dications orde:rt.:d on §/§/ 18 were not after-the-fa‘:t 18 nOt
T o o byt g | practical/appropriate. For
® irin DR 81mg b uth dail ) °
A vastatin $0ms by mouth daily this deficiency, only a future
plan is required.
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physician or APRN, not to exceed one year.

FINDINGS
The following medications ordered on 6/8/18 were not

reevaluated and signed by physician within four months:
Propranolol 40mg by mouth twice daily
Aspirin DR 81mg by mouth daily

Atorvastatin 80mg by mouth daily

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
_ Date
§11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the S / 'Zq / | 7
physician or APRN every four months or as ordered by the FUTURE PLAN
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Licensee’s/Administrator’s Signature: W h"“’?}/l/\O QQWA’%WVU

PrintName:‘ b NN A M A& ND o NT GIA"Q

Date: 4 l?-?)( 19

Licensee’s/Administrator’s Signature: M M“O MW
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Print Name: P{ENDA MAGND IWNE G4L
Date: g,'b"]’l’l
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